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The resident has the right 1o parsonat privacy and

confidentiality of his or her persanal and clinieal
records.

Personal privacy indudes accommodations,
medical treatment, written and telephone
cormmunications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a privale
roor for each resident.

Except as provided in paragraph (e)(2) of this
section, the resident may approve of refuse the
release of personal and clinicat records to any
individua! outside the facility.

The resident's right to refuse release of personal
and clinical records does not apply wher the
resident is fransferred to ancther health care
institution; or record release is required by law.

The facility must keep confidentiat all information
cemntgined in the resident's records, regardless of
the form or storage methods, exceptwhean
release is required by transfer to another
healihcare institution; law; third party payment

completed by the Director
of Nursing (DON),
Education Traming
Director(ETD) and /or the
Unit Manager(UM) o
identify other residents
that might beaflected by
this practice by 9/7/2010.
3.DON apd /ot ETD to e
sducate pursing staff
regarding policy znd
procedure for resident
privacy by 9/15/2010.
DON and for UM 1o audit
2 wound treamments by
Licensed Personnel and 2
C.N.A’s providing direct
care dafly x 5 d,then 3 x &
week x 2 weeks ,then 1 x
week x 2 weeks,
beginning week of
9/16/2010 to ensure
privacy is provided per
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A standard health survey was conducted on i F 164
-1 August 10-12, 2010, Deficient practice was : ! -
idgnﬁﬁed with the: highest scope and severity 1. Resident #} was not
being al "F" leve, E affected by window
? in not being pulled .
An abbreviated standard survey (KY 15088, ' curtar £P b
4 e ! and does not remember
KY15121) was also conducted at this lime, : the event
KY 15121 was unsubstantiated. KY15098 was i 5 A t" » audit of ten
substantiated with deficient practice idenfified. : m;& mtmcnts and for
F 184 | 483.10(e), 483.75())(4) PERSONAL F 164! ‘;’,""‘“ trea will be
§5=D | PRIVACY/CONFIDENTIALITY OF RECORDS Jrect care Wi

|
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{ .

OG-

TITLE

{XG) DATE
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Any deﬁciemé'y statement end§|g with an aéJrisk (") denotes a deficiancy which the institution may be axcused from correcting providing & is dete:mined that
other saleguards provide sufficient proteclion to the patients. (Sse instuctions.) Exceapt for nursing hémes, the findings stated above are disclosable $0 days
following the dare of sutvey whether or not 8 plan of cofrection is provided, For nursing homes, the abeve findings and Blans of correction are distiosable 14

days following the date these documents are mede availablz fo the fadlity, ¥f deficiencies ars dited, an approved plan of corection s requislte o continued
prograrn partcination.
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: contmct or the resident.
;Fsl:ls REQUIREMENT is not met as evidenced x 4.Quality Assurance [
. { Based on observatton interview, and record gzm_mmee (Director of ;
| review, it was determined the faciity failed to : A drsmg, l
! provide full visual privacy during a dressing L ministrator( Adm), ;
| changa to the buttocks for one (1) of twenly (20) | Soclal Services
i sampled residents (resident #1). Observations of Director(SSD), Unit
: wound care revealed the staff failed to pull the Managers, Education
' resident's window curtain, exposing the resident Tralning Director, Life
| o any residents/visitors in the courtyard outside Enrichment
| the resndent’s window. Dlrecmr(LED) Dietary
: Manager(DM ) and
! The findings inciude: Maintenance D:rector) to
I ) review audit findj
| Obiservations on August 11, 2010, at 1:45 p.m., reviss 26 needod g 2nd
i = | ed weekly x
. revealsd a Licensed Practical Nurse (LEN) 4
! - . . weeks then monthly
i entered resident #1's room to change a protective beginpin K
' dressing on the resident’s left butiock. The LPN 5 /,;33 /201% week of
[ closed the door to the room and puiled the 5D ) )
; privacy curtain around the resident's roommate. -Date of Compliance
' The resident was in the wheelchair and the | PN 9/23/2010.
. piaced the resident In front of the sink. The LPR
i pulled the resident's pants and pull-ups down to
i expose the buttocks area and changed the
| dressing. The LPN did not close the window
! ‘coverings. The resident was exposed fo any
residentsivisitors that were in the facility's :
" courtyard outside the resident's window. ;
i 1
! Interview on August 11, 2010, at 145 p.m., with '
: the LPN performing the dressing ehange for :
: resident #1 revealed the window coverings should |
. have been ciosed fo ensure the resident's privacy ;
- during freatment, ;
F 225+ 483, 13(c)1)-{iin), (c)2) - (4) ! F 225
s5=D l INVESTlsATEfREPORT :
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ALLEGATIONS/NDIVIDUALS

The facility must not employ individuals wha have
been found guilly of abusing, neglecting, or
mistreating residents by a court of law; or have
had & finding enterad into the State nurse aide
registry cohocmming abuse, neglect, mistreatment
; of residents or rmisappropriation of their properiy;
t and report any knowledge it has of actions by a
. court of lew against an employes, which would
¢ indicate unfitness for service as a nurse aide or
| other facilify staff fo the State nurse zide reglstry
or licensing authorities,

The facility must ensure that all alleged violations |
involving mistreaiment, neglect, or abuse, :
inzluding injuries of unknown source and
misappropriation of rasident property are reported
immediataly to the administrator of the facility and
o othey officials in accordance with State law

» through established procsdures (including to the

: State survey and ceitification agency).

. The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all :nvest|gatlons must be repor‘ed !
to the administrator or his desighated ;
representative and fo other officials in accordance |
with State law (including lo the State survey and
cedtification agency) within 5 working days of the
y incident, and if the alleged vioclation is varified

{ appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced |

F225

T_Resident #1 physician
was notified immediately
upon patch being missing
and patch was replaced
immediately per order.

5 Medical Director was
notified regarding the
reportable being late on _
8/13/2010 by the |
Administrator. i
Resident #19 and Resident
#20 were not affected by
the date the final
investigation was
completed, the Medical
Director was notified of
the reportable being late
on 8/13/2010 by the .
Adminisirator,

2.A one time audit of
repoitable incidents from

; 6/01/2010 thrn 8/12/2010
| was conducted by the

| Regional Director of
Chinical Services(RDCS) .
on 8/12/2010 to Wdentify if '
an other reportabie had not :
been sent in timely and /or
reportcd timely to ensuee
no other resident wag
affected.

i o —— H
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F 225 | Conlinued From page 3 F ?_251k :
By E
Based an observation, record review, ang t
interview, it was determined the facility fafled to @ 1
ensure that all aiegations of : . .
abusa/naglectmistreatmant and misappropriation , $.KDL> re educated the
were investigated and reparted to the appropriate Administralor and DON !
state agencies timely. On July 21, 2010, the ' on 8/12/2010 regarding
facility was informed a resident's Duragesic pain , policy and procedure for ;
patch had been siolen (rasident #1). Tha facility reporting and investigating
falled to report the allegation 10 the required | abuse and Jor negleet.
agencies unfilt July 23, 2010. The facilify had two ! ; ETD to re educate QA
(2) addiiional investigaticns reviewed during the | : Commiltee members
survey that had not been reparted to the required } : regarding policy and
state agencies timely as required. : [ procedure for reporting
) . : i and investigati bu
The findings include; 2 and /or Zjé%;gnfya >
A report was received from a family member of }92\/;;?)/20 10-
resident #1 that on July 21, 2010, the residerts  © O and for RDCS 1o be
pain patch had been stolen and the facility had - | votified of all alleged
not notified the family or the loca! iaw : . ! reports of abuse or neglect
enforcement, : i on the dﬂy it 1z repofted 1o
: the Administrator and Jor
interview on August 10, 2010, at 4:25 pan., with | the Director of Nursing to
two family members of resident #1 revealed the !
family had arived at the facility on July 22, 2010, . {
fo visit resident #1, The family members stated J
the resident's roomimaie informed them that there :
had been "a big commotion” the night before, :
According to the family members, they had not
been notified by the faciity of any problem the .
night before. The family members reguestedto |
speak with the Director of Nursing (DON) and P
were infarmed by the DON that resident#1's pain E
patch had been allegedly stolen the night before, |
The family asked the DON why they were not §
notified and were told the DON felt it would be |
better to speak directly with the family members |
when they came to visit. The family members E !
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- 225| Continued From paga 4 F 225|

stated they had to request to speak to the DON
and the DON had not tried to speak to them o
inform them of the theft the night before.

According to the family members, the resident i
had pain patches missing on other occasions but ,
the facility had failed to infarm them of the !
missing pain patches.

enswre it is reporied
timely, investigated
timely and [inal
investigation resulls sent
to the appropriate agencies
timely beginning

An atternpt was made to interview resident 1 on : 8/ l3/_2910 xeod.
August 10, 2010, at 11:10 a.m., but the rasident Administrator to raintain
had no memory of the incident, An attempt was r alog pf reportables
made to interview the roommate of resident #1 on . denutmg, day of report 10
August 10, 2210, &t 11:10 a.m.; however, the f appropriate agencies per
roommate could not remember the date of the . : policy and datc the final
incident of what ectually happened. The " investigation resuhis sent

roommate began to describe “a robbery with to the appropriale agencics
three men dressed as women." It was per policy beginning
deiermined the roommate was not 2 reliable : 8/15/2010.

historian. RDCS to revicw
reportable log maintained
by the Administrator bt
monthly , beginning week

Interview on August 10, 2010, at 3:50 p.m., with . o "
the Certified Niirsing Assistant (CNA) responsible
for the care of residant #1 on July 21, 2010,

revealed the CNA knew the visitor who was in the of9/7/.’:3010. o
faciity on July 21, 2010. According 1o the CNA, | . 3 4 Quality Assurance
there had been aliegafions against the visftor _ ' Commites to review all
related to missing narcotics in other facilities. : audit findings and
The CNA informed the Charge Nurse and two ; reportable log entries for
nursing staff members checked the resident and : revision and /or
the pain patch was inr place. The CNA stated she : ~ recommendation weekly x
Twant out for a break after the dinner meal had : 4 weeks then monthly,
i been served. When the CNA retumed she beginning week of
; checked resident #1 a2nd the pain paich was 9/23/1010.
i missing. The CNA stayad with resident #1 and | 5.Date of Compliance
had another CNA report the missing pzin patch to " 9/23/2010
{ the Charge Nurse. i .
| Interview with the Registered Nurse (RN) who
had been caring for resident #1 on July 21, 2010,
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: locale the missing. pein patch, The RN nofified
i the Unit Manager and replaced the pain patch.

Continued From page 5 .
revealed the RN had been informed that evening
by one of the CNAs that there was a visitor in the
facility that had a problem of taking pain patches
from residents. The RN stated there was another
occasion, he/she couid not remember the exact |
date, that he/she was on duty and the family of
resident#1 noticed the resident's pain patch was
missing. The RN stated staff searched the
resident's clothing and laundry but couig rnot

According to the RN, he/she and the L PN gaing
off duty checked resident#1 at 6:30 p.m. an July
21, 2010, and the patch was in placa. The RN
stated approximately 30 minutes later the palch
was discovered to be missing. The incident was
reported to adminstrative staff by the RN in
accordance with facilify policy/procedure.

Interview with the Unit Manager on August 10,
2010, a1 4:15 p.m., revealed the Unit Manager
had been working the evening of July 21, 2010,
The Unit Manager stated she had been informed
by staff that resident #1's pain patch had been
stolen by a visitor fo the faciity. The Unit

Manager stated she mformed administrative staff {

. of the incident.

! Interview with the facility Administrator on August |

1

i 10, 2010, at 8:20 p.m., revealed the incident was

reported to the Adrainistrator by staff on July 21,
2310, The Administrator siated the family was
not nofified of the incident until the next day. The
Administrater notified Adult Protective Services
and the Stale Survey Agency on July 23, 2010
The Admintstrater stated the local police were
notified of the incident on July 23, 2010, The
Admiristrator stat=d the facility had not nofified
the Skate Survey Agency or Adult Protective

F 225
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| an injury of unknown source for resident #59 for

Services until July 23, 2010, two days after the
incident.

Interview oh August 11, 2010, at 8:45 a.m., with

the police department detective in charge of the

case revealed the incident was reponied o local

law enforcement on July 23, 2010, by the

resident's family member. The detective stated

| the police records indicated there were two

. roports filed related to resident #1 and missing
pain patches and none bad been reporied by the

facility. . - :

Review of the facility pelicy/procedure far
Abuse/Neglect/Misappropriation (effective
January 2007 )revealed the facility was required to
report all alieged violations and substantiated
incidents o the slate agency and to 2l other
agencles as required, and take all necessary
corrective actions depending on the results of the
investigation. The palicy required staff to notify .
the legat guardian, spousse, or responsible famity
members/significant other of the abuse, neglect, |
. mistreatment, injuries of unknown source, andfor -
. misappropriafion af property immediately. The
policy stated "immediately” meant gz soon as
possibie, but ought not to exceed 24 hours after
discovery of the incident.

Review of two additional investigations conducted
by the facllity revealed an investigation related {o

which the facility had net reporiad the results of
the investigation within five days as required, The
incident occurred on August 3, 2010, and the
facility did not report the results of the

tinvestigation untll August 10, 2010, Areviswof | .

i the investigation of resident #20's complaint of
' rough trestment by a Certified Nursing Assistant
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i was reported by the facility on August 4, 2010, ;
. however, the facilify did not report the results of i
! the investigation untit August 10, 2010. ;
F 278 | 483.20(d), 483.20(x)(1) DEVELOP E279
s3=p | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

updated o reflect

The facility must develop a comprehensive care individual needs on
plan for each resident that includes measurable 8/11/2010 by the
objectives and timetables to meet a resident’s Interdisclipinary Teant
medical, nursing, and mental and psychosocial (DON, UM, LED.58D,
needs thal are identified in the comprehensive | Facility Rehab

! @ssessment. ! Coordimator(FRCY).

: Res #7 TED hose were

. The care plan must describe the services that are
: fo be furnished fo attain or maintain the resident's
| highest practicable physical, mental, and

; psychosocial wall-being as required under

| §483.25; and any services that would ofherwise

under 8483, 10{b)4).

This REQUIREMENT is not met &8 evidenced
by:

Based on cbservations, interviews, and record
reviews, it was determined the facility failed to
deveiop a cars plan for two (2) of twenly (20) l
sampled residents (residents #1 and #7). t
Resident #1 had been assessed to be at risk for
the development of prassure areas due to

| remaining in the wheelchair throughout the day

- and the facillty falled to develop interventions fo

; address pressure relief for the resident. Resident

. N
be.required under §483.25 but are not provided 8/11/2010 lb y the d[:hoe
due to the resident's exercise of rights under Her care plan an
§483.10, including the right to refuse treatment CNA worksheet was

F 279

| Res. ¥ 1’s care plan was

applied on 8/11/2010 per
order and physiciap was
notified of TED hose not
being on as ordered on

updated to cnsure that the

L
1
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#1 was observed to have reddened and denudad
areas to the buflocks and the facitity had not
developed a care plan fo address the resident's
prolonged fime In the wheelchair. Resident #7

TED hose are applied
when out of bed per
pliysician order on

had a physician's order to wear Thromboe Embolic g/itzo16. .
Deterrent (TED) hose. Resident #7 was ' 2A one time visual audit
ebserved to not have the TED hose in placs and of alt residents with orders
the facility had not developed 2 plan of care for for TED hose will be
the TED hose. - completed by the DON by
: 9/6/2010 to identify any
The findings include: : other resident not wearing
TED hose per order.

| 1. Review of the medical record of resident #1 A one time audit of

i revealed the resident had been admitted to the Certified Nursing

! facility on March 10, 2004, with diaghoses that Assistant care plans will

tincluded Alzheimer's dementia, chronic back be completed by the
pain, depressioh, anyiety, and hyperiension. DON/ETD and for the UM

- Review of the significant change assessment

" dated June 21, 2010, for resident #1 revealed the
resident had been assessed fo be moderately

. cognitively impalred, The facility had assessed

to identify any resident
whao has orders for TED
hose that is not reflecied

the resident's activities of daily living needs tp on the C.N.A. care plan by
: fluctuate rom supervision to total zssistance of ! 9/3/20 1_0- )
One Derson. ! A one Bime visual audil of
. all residents 1o be
‘Review of the care plan for resident #1 dated as campleted to ensure all
s reviewed on June 22, 2010, revealed the resident ) : residents repositioned per
had a problem area of rof wanting to lie down ; individual schedule and
5 during the day. Resident#3 had a previous identify any resident non
: history of a healed pressure vlcer to the left L compliant with turning

"buttock. The care plan for resident #1 revealed and repositioning scheduie
the resident was noncompliant with the pressure L will be conducted by the

! reduction custion. There were no documented ; DON/ETD and / )}rl Um
interventions to address the resident's sna forthe

. , " : Iy
; ncncomphance with prassure relief, : v $72m0.
Observabons of resident #1 on August 10, 2010, '
 from 10:00 a.m. to 3:15 p.m,, revealed the , ,
, ! resident was sitting in the wheelchair throughout !
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the day. The resident was able to move aboud
the faciiity in the wheelchair without assistance,

.Chservations of the resident's skin an August 11,
2010, at 1:45 p.m,, revealed the resident toc have
& reddened area to both buttocks approximatoly
three inches in width to each buttock. Four areas
of denuded £Kin were observad on the resident's
labiai area which was reddened. The resident's
upper thighs had reddened areas approxirmately -
five inches down the ieg from the buttocks, The

reddened areas weare not blanchable and the
resident stated the area was painful when
pressed by staff

Review of the facility's policy/procedure for
Tuming and Repositioning Program (effective 1
April 2009) revealed staff was required to tum |
. and reposifien residents every one o two hours
“when in the bed or wheelchair/geri-chair.

: Review of the daily nursing assistant care plan
: revealed the resident was to have a flotation
“cushion it the wheelchair and that the residernt
Fwas on & tum schedule. .

i Interview with the Director of Nursing (DON} on

: August 11, 2019, at 2:50 p.m., revealzd the

| resident was noncompliart with getting out of the
: wheelchair duning the day, The DON stated she
| was not aware of any care plan interventions to
zddress the resident's noncompliance with
pressure refisf.

Interview on August 11, 2010, at 215 p.m., with
the Licensed Practical Nurse (LPN) resporsible
for the care of resident #1 on August 10 and
August 11, 2010, revealed the resident was
noncompliant with getting out of the chair for
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-?;J.E’TD and DON w0 18
educate nursing staff
regarding policy and'
procedure for following
physician orders, updating
carc plans to reflect
individual needs ,
addressing non o
compliance on care
and ia)x'msurimg, the CNQ\ N
lan reflects restoc
ZZ:'Z ieeds by 9/15/20 10.
DON/UM and /ot ET.D 0
audit 10 comprehensive
care plans weekly X 2
weeks then 5 weckly x 2
weeks to ensure C.NA
carc plan reflect care
needs , resident has any
ordered appliance on,
focusing on residents with
orders for TED hose and
any residentnon
compliant with TUrRing
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pressure relief anc refused to ge to bed lo relieve
pressure. According to the LPN, the resident ’
used a pressure relief cushion in the wheelchair

{o prevent pressure uloers. The LPN observed

the resident's skin on August 11, z01¢, and did
not observe any problem areas. According to the
LPN, the areas observed on the resident's
butiocks were basically the same as always.

' 2. Observations of resident #7 on August 10,

! 2010, between 10:55 a.m. and 5:50 p.m.,

! revealed resident #7 was in hisfher rom and in
; the dining room at meal times. During the

. ohservations no TED hose were obsetved on

' resident #7 as were ordered by the resident's

! phRysician, :

Review of resident #7's physician's orders dated
July 2, 2010, revealed an order for TED hose to
be placed on the resident's lower exdremities in

removed in the evening when returning to bed.
However, a review of resident #7's
comprehensive care plan last updated August 4,
2010, revealed TED hose had not been placed on
the care plan a5 a need to be addressed when
caring for the resident. ’

Review of the Certified Nursing Assfstant (CNA)
daily care plan sheet, which is given ip each CNA
at the beginning of their shift to keep them
informad of changes and what care each resident
| required, revealed the CNA care plan did not
address resident #7's need for TED hose.

! Interview with resident #7's primary nurse on

f August 10, 2010, 2t 6:00 p.m., revealed the

: resident's care plan was updaisd when

. something changed pertaining to the care for the

the moming and when out of bad and to be

1

%41 1D SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORRECTION {5}
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- . {
F 278 | Continued From page 10 E 279

and repositioning needs
has interventions in place
and the interventions arc
being followed beginning
week of 9/22/2010,
Interdisciplinary Team to
review all comprehensive
care plans to identify any
resident with orders for
TED hose is reflceted and
any resident non
compliant with tuming
and repositioning schedule
has interventions in place
by 8/22/2010.

4. Quality Assurance
Committee to review audir
findings and revise plan as
necessary weckly x 4
weeks then monthly
beginning week of
9/2372010.

5.Date of Compliancs
8/23/2010.
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resident, howevar, the RN was unsure who i
updaled the care plan.
Interview with the facility's Corporate Consultant
on August 10, 2010, st6:12 p.m., revealed onee
& doclor's order was received a copy of the order
was reviewed at a moming mesting, and then the i
CNA daily care pian was Lpdated alang with the :
comprehensive care plan to refiect all new ordears
and care needs that were o be addressed,
I According to the consultant, TED hose were F280
,hever added to resident #7's care plan, ‘
s inferview with the Director of Nursing {DON) on ‘ 1‘R°S.' # 1\2 Yva!;lp i;‘;;i;m
CAugust 11, 2010, at 2:35 p.m., revealad the DON 15 minute v1,sud . {
- was unsura why the order for the TED hose for when out of be tf ensur :
resident #7 had not been placed on the that his order for “nothing
comprehensive care plan, by mouth” is followed. i
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280! The physician was =
$5=0 | PARTICIFATE PLANNING CARE-REVISE CP = notified immediately on
‘ ' 8/11/2010 that resident
The resident has the right, unless adjodged had drunk water, new
incompetent of otherwise found fo be | orders were obtained and
incapacitated under the taws of the State, to i {followed, care plan
pariicipaie in planning care and treatment or updated to reflect
changes in care and treatment. individual needs and
ici &,
A comprehansive care plan must be developed | %2{?;2::#0;; ‘:as nad no .
within 7 days after the completion of the i lication related. ;
| comprehensive assessment; prepared by an COMPIICa andit o all :
- interdisciplinary team, that includes the attending 2”% one Hme PO ord i
' physician, a registered nurse with responsibility residents with N oréers
tfor tha resident, and other appropriate staff in was completed by the
; disciplines as determined by the resident's neads, DON/UM and ETD to
{ and, to the extent practicable, the parficipation of identify if any resident had
| the resident, the rasident's family or the resident's the potential to be affected
1 legal representaiive; and periodically reviewed and the plan of care was
and revised by a team of qualified persons afier appropriate on 9/2/2010.
each assessment,
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|
| This REQUIREMENT is not met as evidenned

i by

| Based on observation, interview, and record

| review, the facility failed lo periodically review

| and revise the comprehensive care plan for one
E(1) of twanty (20) sampled residents (resident
#12) to address the resident's noncompliant
behavior related to consumption of liguids. The
resident had 2 gastrostomy tube feeding and a
physician's order to receive nothing by mouth
relafed fo the resident's difficully swallowing,
Resident #12 was observed during the survey o
drink liguids from other residents and the facility
had no interventions in the plan of care to prevent
the resident from obtairing fiquids.

The findings inciude:

Observations of resident #12 on August 11, 2010,
at 10:30 a.m., revaslad the resident had been
transporiad in the wheelchair by & staff member
to the hallway. Resident #12 entered another
resident's room and drank from the water piteher
inthe room. Staff removed the resident frorn the
| room after approximately two minutes and placed
the resident back into the hallway and removed
the water piicher, Observations on August 11,
2010, at 5:40 p.m., revealed resident #12 to be in
bed. The resident’s ovarbed table was Incated
over the resident's lap and within the resident's
reach. The overbad table contsined two paper
cups. One paper cup was empty and the other
| cup contained approximately 60 milliliters (mf) of
clear fiquid. The resident stated, "They say I'm
net supposed to have water and they leave it
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3.ETD re educated nursing
staff regarding policy and
procedure for follewing
physicians orders,
following plan of care,
development of
comprehensive plan of
carc and NPO status on
6/47/2010.
DON 1o re educate 55D
regarding policy and
procedure for addressing
behaviors and
compichensive plan of
care development by
9/8/2010,
DON/ETD and /or UM to
review behaviors and all
residents with NPO stalus
Sx week x | week, then 3
% week x 2 weeks, then |
x week x 2 weeks
beginning week of
9/16/2010 to cnsure
behaviors are addressed
on plan of care, CN.A
care plan is current and
correct , focusing on any
behavior relating to
food/fiuid intake.
4.Quality Assurance

Committec to review audit -

findings and revise pian as
necessary weekly x 4
weeks then monthly
beginning week of
8/23/2010.

5 Date of Compliance

9/23/2010.
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]

- Review of the physician's orders for resident #12 ]
. revealed an order for the resident 1o receive \
. nothing by mouth due to difficulty swallowing. !
i Review of the nursing netes for resident #12 i . S
' dated November 10, 2009, February 1, 2010, M:ay‘ R

30, 2010, and July 2 2010, revealed ' '
documentation of the resident wandering into
ofher residents’ rooms and drinking from: the
other residents’ water pilchere, :
' Review of the'annual comprehansive assessment |
for resident #12 dated Aprit 30, 2010, revealad
the resident had been assessed to have a history |
; of sneaking waler when the resident found an i
. opportunity. Review of the Care Plan for resident
- #12 developed on January 28, 2010, and dated
- &8 reviewed an June 24, 2010, revealed the
- facility had wentfied the resident to have
- behavicrs of wandering ih and out of other rooms
- looking for fluids fo drink. There were no
: interventions n place o address the resident's
behavior, Resident #12's respiratory care plan
deniified a problem area of the resident entering
. other resident rooms and going to the water
. fountain to drink water. The facility had identified
- an intervention on February 3, 2010, o remind
_ the resident not to drink water. There was no
. evidence the facifity had revised the care plan for
§ resident #12 when the interventions in place on

February 3, 2010, were ineffective.

i lnterwew onh August 12, 2010, at 1:10 p.m_, with
| the Education/T: raining Regustered Nurse (RN} I
1 revealed the resident “sneaked" around and f
| olbtained water to drink. The Education/Training
! RN stated the resident had the freedom to move
% around the facility. According to the )
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Educafion/Training RN, staff checked on the
resident tharing routine rounds,
Interview on August 12, 2010, at 1:20 p.m._, with
Certified Nursing Assistant (CNA)Y #2, revealed
resident #12 was not to receive water, CNA #2
stated the resident would enter other residents'
rooms and drink from their water pitchers or
obtzin water from the sink in the resident's room.
! CNA #2 stated staff checked the resident
; frequently when the resident was up but there
- was no set schedule.
F 281 4B3.20(k)3)(l) SERVICES PROVIDED MEET F 281
$8=D, PROFESSIONAL STANDARDS F28]
. . L
| The services provided or arranged by the facility iia%::fés gi:&'ﬁﬁ'ﬁav‘?’d"j .
must meel professional standards of quality. niects on 871 12040 by the
Lnterdiselipinary Team (DON,
: UM, LED. 35D, Facility Rehab
This REQUIREMENT is not met as evidenced CoordinaonFRC)). Res #7 TED
by: : hasc were spplicd on 8 172010
Based on observaticns, interviews, and record per order and physician was
- oo ' . f* : i
review, the facility failed to meet professional notifted of TED hose not being

on s ordered on 8/11/2010 by
the DON. Her care plan and the :

standards of quality by failing to follow physiclan’s |

orders for one (1} of twenty (20) residents : CNA worksheel was updated 1o '
(resident #7). Resident #7 had a physician's : i ensure that the TED howe sre
order te apply TED {thrombo embolic detefrent) : applied when out ofbed per

I hose in the moming and remove them at night : physician order on /1172010,

% However, observations on August _10, 2010, - 2.A anc time visual audit of 2l

i revealed regident #7 was not wearing TED hose. : residents with orders for TED

- hose will be completed by the
DON by 9/6/2010 to identify
_ any Oticr resident not wearing
) " TCD hose der.
Observations on August 10, 2010, betwesn 10:55 : A one l.‘mf;;;grl of Certified

- The findings include:

a.m. and 5:50 p.m., of resident #7 i the Nursing Azsistant care plans will
resident’s room and in the dining room revealed be completed by the DON/ETD
the resident was not wearing TED hase on the and /or the UM to identidy any

resident whw has orders for TED
! hose that is not reflected op the
i TN A suvs nian by YARGIN

resident’s lower extremities.
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F 281, Continued From page 15 F 281 A ome time visual asdit of ol
* Record review revealed a physician's order dated : residents (o be completed to
; July 12, 2010, for resident #7 "to have TED hose ; ef‘f’j?’*!;“";“”“h's “’P"s":l"““'
| placed on lower extremities in a.m, when out of !:j;::;r;‘:n;?c:icd::[":;:“
. bed and removed in p.m. when retuming to bed." complian with wming and
; X repesitioning schedule will be
i  Intenview with three certified nursing assistants ' conducicd by the DON/CTLY and
{ (CNA) on August 10, 2010, between 3:30 p.m, far the UM by 97722010,
| and 4:00 p.m., revealed the CNAS were unaware : :hﬁ?;’:‘j;m ‘g.m "d“l‘?"“e
' ng sail regarding policy
resident #7 reqi._nred TED hose. ; an procedure for following
i i i ) . . : physician orders, updating caie
Interview with resident #7°s primary registered : plans to refleet individual needs |
nurse (RN) on August 10, 2010, at 6:00 p.m., : sddicssing non compliance on
revealed it was the aides’ respgnsibimy tc ensure ; care plan and cnsuril.ig the CNA
residents' TED hose were applied. The RN ! Eﬂ"g" ;;’{'5‘]‘;‘;:35"1&"* care
stated the night shift RN should have fold the , e . :
X . : i DPONATM and for £TD 10 audic
sides which re.smgnts wera supposed 1o wear i 1§ comprehensive cwe plans
TED hose. Interview further revezled the RN had ; weekly x 2 weeks then § weckly
not informed the CNA to put TED hose on L % 2 weeks to ensure C.NA carc
resident #7. ; Man reflect care needs | resident
- ! has any ordered mppliance un,
Interview with the Unit Manager on August 10, Z ;“c”"'“g on residens with arders
" : & i or TED hosc and any resident
2010, at8:08 p.m,, revealed it was the . mon compliant wish Liming and
respansibility of the aides to place TED hose on 1 : repositioning needs has
residents. I : interventiols in place and Lthe
‘ | inlorventions are being followed
Interview with the regional program consulanton ; ‘ :"’['i”;'?“‘g I“"""‘ ‘_’rf"m“w-
August 10, 2010, at 6:1Z p.m., reveaied once a : a?| cl.:ﬁlfh'::?veﬂﬁ;ff .::»
physician's order was written a copy of the orcer ' identity any rosident with orders
werlt 1o the moming meeting where # wase ) ! For TED hose ix reflcoted and any
discussed and the order was placed an the aides' ; esident non compliané with
daily care plan. However, interview further turning and repositioning
revealed the ordar for resident #7 to have TED 57‘"“]‘!‘7" “;Z;"B‘lr;m“m“ m
bose was never transferred to the aides' daily place by 972272010,
. . 4 Quality Assurance Committee
care plan for them to know that resident #7 _ o review audit findings aud
required TED hose. i revise plan as neccasary weckly x
F 282 | 483.20(k}{3)ii} SERVICES BY QUALIFIED ; F 282 # weeks then monthly beginning
$5=D | PERSONS/PER CARE PLAN ; week 0f 9/23/2010,
] Dale of Comipliance
. . s ! SN0
The services provided or arranged by the facility |
i
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am., t1:b5am, 12:03 p.m., 1212 p.m., 12:48

must be provided by quatified parsons in
accordance with each resident's written plan of
care.

Thig REQUIREMENT is not me! as evidenced
by:

Based on observation, imerview, and record
review, the facility failed to provide services for
one (1) of twenty (20) sampled residents in
accordance with the written plan of care.
Resident #7 was care plarined to have a safely
belt check every thirty (30) minutas and released
evary two (2} hours for ten (10) minutes and as
needed for personal care. However, sbservations
revealed statf did not release the safety belt,
Interview with staff révealad staff was not aware
of the care planned need to remove the sailely
belt

The findings include:;

Observafions made on August 10, 2010, at 10:55
am, 1t05am, 1123 am,,11:42 a.m., 11:48

prmy 510 pm, 550 pom., and 6220 pm., and on
Avgust 11, 2010, at ;00 a.m,, 8:40 am., 10:20
am, 1:00am, 11:20a,m., 1:00 p.m., 2:00
p-m., 2:30 p.m.,, 4:05 p.m., and 4:35 p.m., -
reveaied resident #7 was in a wheelchair with an
alarm safety belt fastened around the resident.
The resident was observed to ba out of her
wheaichair on August 10, 2010, from 1:57 p.m.
until 3:00 p.m., during which $me the resident
was in bed. .

Record review for resident #7 revealed 2 written
cafe plan dated November 18, 2008, which
required the lap belt bs checked avery 30 minutes !

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MUILTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING X
ING ©
B. Wi
185173 _ 08/12/2010
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Zi? CODE
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(x4) IB SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAK OF CORREGTION (x5
PREFEX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE .| compLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATT DATF
DEFICIENCY}
F 282 | Continuad From page 16 F 282,

8%

DON.

/30/2010.

1.Resident # 7 has had no
changes related Lo restraint
being on 8/10/2010 and
8/11/2010, and was out of
wheglchair to be toileted
several Limes on
8/10/2010 and
8/11/2010.Medical
Director was notified thal
restraint was not relcased
per order 5/3/2010 by the

2.DON und UM
completed a one time
audit of physicians orders
to identify other residents
with orders for Testraints
to ensurc plan in place for
release per policy

FORM CMS-20E7(02-99) Previcts Varsions Ohsotete

Event ID: 100211

Received Time Sep. 18, 2010 8:50AM No. 2911

Faciity [D; 100372

If continualion sheet Page 17 of 37



08/18/2010 8aT B:55

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAY €06 €77 1825 Bunrige Manor

RQo1s/ 069

PRINTED: 08/15/2010
FORM APPROVED
OMB NO. 0938-0351

STATEMENT OF DEFICIENCIESR (X7) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDFNTIFICATION NUMBER: COMPLETED
: A BUILDING
‘ C
185173 8. NG 08/12/2010.
NAME GF PROVIDER OR SUPFLIER STREFT ADDRESS, CITY, STATE, ZIP CODE
200 NORFLEET DRIVE
SUNRISE MANDR NURSING AND c
S REBABIITATION CENTER SOMERSET, KY 42501
x40 SUMMARY STATEMENT OF DEFICIENCIES l ] E PROVIDER'S PLAN OF CORRECTION pes)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX, (EACH GORRECTIVE ACTION 5HOULD BE COMPLETION |-
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIAIE PATE
; DEFICIENGY)
F 282 | Continued From pane 17 _ F282
and released every two hours for ten minutes and
& d .
as needed for personal care 3 ETD to re educate
interview on August 11, 2010, between 10:30 i nursing staff regarding

;a.m. and 3:30 p.m., reveaied four CNAS were ' : restraint policy 3f1d

: unaware of the care planned need to release ! procedure , ensuring pian
| resident #/°5 safety belt every two hours for ten of care reflects when (o -
minutes. release and C.N.A care

' ; _ plan identifies what type
Inferview on August 10, 2010, al £§:43 p.m., with of restraint and when to
the primaty Registered Nurse (RN) for rasident releasc by 9/7/2010. !
#7 revealed the RN was unaware of the need fo DON/ETD and UM to !
I efeafe th;?:r:?gwbgi;:?? i"‘""zzi{_‘s f;r':en audil all residents with

Cminutes. i evealed the : -

Lpor X - e3traints to ensure plan of

| befieved since resident #7 couid take the safety res \ y plan @

| - care is followed and

i belt off there was no nead for staff to assure it restraint is released per
was removed every two hours. order 5x week x 2 weeks
Interview on August 11, 2010, at 5:10 p.m., with then 2 x week x 2 wesks
the primary RN assigned to resident #7 revealed beginning week of
the RN was unaware of a written care plan to $/15/2010.
release resident #7's safely belt. Thus the RN 4.Quality Assurance
had not made the CNAs aware of the need to Committee to review audit

i release the safety belt findings and revise plan as

F 314 483.25(c) TREATMENT/SVCS TQ F 314 necessary weekly x 4
gs=p | PREVENT/HEAL PRESSURE SORES weeks then monthly
_ L beginning week of
Based on the comprehiensive assessment ofa 9/23/2010,
resident, the faciiiq'rlmuslt ensure that a resident | 5_Date of Compliance
who enters the facility without pressure sores 9/23/2010
do&s not develop pressure sores unless the ’ )

i individual's ofinical condition demonstrates that .
they were unavoidable; and a resident having :
pressure sores receives necessary traatment and
services o promote healing, prevent infaction and
prevent new sores from developing. :

This REQUIREMENT is not met as evidenged ;
{
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- by:

. Based on observation, interview, and record
; review, it was determined the facilily falled {o
: ensure residents who were at risk for developing |
pressure vlcers and/or had a history of pressure
ulcers receved the necessary treatment/services
1o prevent new pressure uicers from developing
for one (1) of twenty (20) sampied residents.
Resident #1 was assessed o be at sk for skin
breakdown but was noncompliant with getbng out
of the wheslchair for pressure relief, The facility
failed to develop interventions lo address the
resident's poncompliance and provide pressire
refief for the resident while in the wheslchair,

The findings include:

Review of the medical recerd of resident #1
revegled the resident had been admitied to the ;
: faciitty on March 10, 2004, with diagnoses that ‘
s included Alzheimer's dementla, depression, i
i chronic back pain, hypertension, and anxiely.

; Review of the care plan for resident #1 dated as
treviewed on June 22, 2010, revesied the rasident
! had a history of not lying down during the day and
i that the resident was noncornpliant with the
pressure reducton cushion. The resident had a
history of a hesled Stage It pressure sore to the
lefl butiock that had been resolved on July 7,
2010, and the resident was frequently incontinent
of rine. There were no intzrvenfions develcped
far the resident's noncompliance with pressure
refief or for ensuring the resident had
opportunities to be cut of the wheeichair during
the day.

Observations of resident #1 on August 10, 2010,

resident was siting in the wheelchair throughout

from 10:00 a.m. to 3:15 p.m., revealed the .

|

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROWVIDER'S PLAN OF CORRECTION {%5)
PREFIX | {=ACH DEFICIENCY MUST BE PRECEDED BY FULL :  PREFIX (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION) O TAB CROSB-REFLRENGED TC THE AGETIOPRIATE , TATE
} d DEFICIENCY) '
i A 7 ;
F 314: Continued From page 18 i F314. '

F3

i.Res. # |'s carc plan
was updated on 8/11/2010
by the Interdisciplinary
Team to reflect individual
needs and cnsure non
compliance is addressed,
Resident #1 physician was
notificd of skin status on
8/11/2010 , new orders
noled. Area on skin
identilted is resolved.

2.A one time skin audit of
all residents was
conducied by the RDCS ,
ETD, DON and UM to
identify any area of skin
impairment , not
previously identified on
81122010,

!
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESE, CITY, STATE, 2P CODE

the day. The resident was able to move sbout
the facility in the wheelchair without assistance,
Staff did not repesition the resident or lake the
resident to his/her room fo be out Df the
wheelchair,

Observations of the resident's skin on August 17,
! 2010 at 1:45 p.m., revegled the resident to have

" a reddened area to both buttocks aoprox:rna‘:ely
: three inches in width and four inches in length to
aach butfock. Four areas of denuded skin were
observed on the resident's labial area which was
reddened. The residents upper thighs had
reddened areas approximately five inches down
the ieg from the buttocks. The reddened areas of
the buttocks were not blanchable and the resident
stated the area was painful when paipated by
staff.

Review of the facility policy/procedure for
" "Turming and Repositioning Program” (effective
{ April 2009) revealed the faciiity would foliow the
Skin Care Protocols regarding the tuming and
positioning of Tesidents that may include, but was
nat limited to, persong with sensory impairment or
a Braden Risk Assessment that scored low in
mobility and/or sensory perception. Resident #1
was assessed (0 be at risk for pressure scres
related to cognifive impairment and decreased
mobifity.

_Imterview on August 11, 2010, at 1:45 p.m., with

1 the Licensed Practical Nurse (LPN #1) who was

; responstble for dressing changes on August 11,

| 2010, revealed the resident was receiving a
protective dregsing every three days to the left
buttock in the area of the previous pressure sore.
According to LPN #1, the resident's dressing had
been changed in the carly &.m. on August 11,

206 NORFLEET DRIVE
SUNRISE MANOR NURSING AND REHABILITATION €
N CENTER SOMERSET, KY 42501
XD SUMMARY STATEMENT OF DEFICIENCIES, D PROVIDER'S PLAN OF CORRITCTION s)
PREFIX ! (EACH DEFICIENCY MUST RE PRECCDED Y FULL PREFIX {CACH CORRECTIVE ACTION SHOLILD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INTORMATION) I TAG CROS$S-REFERENCED TO THE APPROPRIATE DAIE
i ; DEFICIENCYY
F 314 | Continued From page 19 F314

3.DON/ETD and UM to
cowplete a random skin
audit of 10 residents each
week x 2 weeks, then 5
residents weekly x 2
wecks, then 5 residents
monthly % Z ponths [0
ensure any area of skin
impairment is identified
and (reated beginning
week of §/16/2010,
4.Quality Assurance
Committee to review andit
findings and revise plan as
necessary weekly x 4
weeks then monthly
beginning week of
5/23/2010,
5.Date of Compliance
9/23/2010.
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F 314 | Continued From page 20

2010, and the LPN had not observed any
reddened or denuded areas on the resident. LPN
#1 confirmed the reddened areas during the
observation on August 11, 2010, at 145 p.m.,
were not blanchable and there were four areas of
denudsd skin.

Intenview on August 11, 2010, at 4:45 p.m., with

LPN #2 revealed LPN #2 had besn responsibls 1

for the care of resident #1 on August 10, 2010 !

and Auvgust 11, 2010. LPN #2 stated hevshie had

conducted 2 skin assessment on August 9,.2010, | X

and the resident had no open or red areas, LPN |

#2 stated he/she had observed resident #1's skin |

again on August 11, 2010, after the dressing

change at 1:45 p.m., and the resident's butfocks

did not appear any different than usual. The LPN

stated the resident's buttecks were always red in

| appearance.

|

t Interview with the Director of Nursing (DON) on
August 11, 2010, at 2:50 p.m_, revealed the nurse
respons;hie for changing the rasrdent‘s protective
dres;nng on August 11, 2010, did not cbserve any

problem areas that morning. According to the

DON Wednesday was the usual day for the

| nurse to complete wound freatments. The DON

| | slated the resident was noncompliant with getting

i out of the wheeichair during the day, The DON

' had attended the resident's care conferences but

f the care team had not developed any i

interventions fo address the resident's

noneompliance.

F 3221 483.25(g)(2) NG TREATMENT/SERVICES -

§$8=Dh | RESTORE EATING SKILLS

Based on the comprehensive assessmentofa |
resident, the facility must ensure that & resident :
who is fed by a naso-gastric or gastrostorny tube |

|

F3ta

F 322
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- (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPR®  UATE

-| enter another resident's room and drink from the

| receives the appropriate treatment and services
to prevent aspiration pneumonia, diarrhea,
vormiing, dehydration, metabolic abnormalities,
and nasal-pharyngeal ulcers and to restore, if
possible, normal eating skilis.

' This REQUIREMENT is not met as evidenced
by: : .

Rased on observation, interview and record
review, it was determinad the facility failed o
ensure that one {1) resident [resident #12) in the

" received medications through a gastrostomy tube
| {G-tube), received the appropriale treatmeant and
services to prevent agpiration. The resideni was
to receive nothing by mouth and was observed to

water pitcher af the bedside  Staff left a cup of
watier on the resident's overbed table within the
patent's rerch. The resident’s care plan bad no

¢ interventions in place ko prevent the resident from
obtaining fluids.

The findings include:

Review of the medical record of resident #12
revealed the resident had been admitied tothe
facility on February 15, 2008, with diagnoses that
inciuded pneumonia, cerebral vascular accident,
seizure disorder, and dysphagia. Resident#12
had & physician's order dated February 15, 2008,
for the resident fo have nothing by mouth due to
the resident's difficulty swallowing. The resident
received nutrition, fluids, and medications via &
gastrostomy tube. Review of the speech therapy

selected sample of twenly (20), who was fed and

evaluation dated May 11, 2010, for resident #12

| double swallow with trace amounts of puree
e

| revedled the resident showed difficully initiating a |

xa) o SUMMARY STATEMENT OF DEFICIENCIES D
PREF X (EAC! DEFICIENCY MUST BE PREGEDED 5Y FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG
| . 1
F 322 Contintied From page 21 | Fax

. COMPLETION
DATE

F322

1.Res. # 12 was placed on X
15 mipute visual checks
when out of bed to cnsure
that his order for “nothing
by mouth” is followed. |
The physician was !
notificd immediately on
8/11/2010 that resident
had drunk water, new
orders were obtained and
(oliowed, care plan

updated to reflect
individual needs and
physician orders.
Resident #12 has had no
complication related

2.A one time audit of all
residents with NPO orders
was completed by the
PON/UM and ETD to
identify if any resident had
the potential to be affected
and the plan of care was
appropriate on 9/2/2010.
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congistency jood going to the residsnt's lungs
{sltent aspiration). The resident had no cough
with the aspiration of food,

: Review of the annual comprehensive assessment |
| for resident #12 dated April 30, 2010, revealed
the resident was assessed o be moderately
cognifively impaired, with poor decision-making,
znd the resident required reminders; cues, and
supervision in planning, organizing, and

i correcting daily routines. The resident was

- z58essed o be sble to move about the unit once
i in the wheeichair, Review of the care plan for
resident #12 daled a3 reviewed on June 24,
2010, revealed the resident had displayed
bahaviors of entering other residenis’ rooms to

assessed to have a history of oblaining water

. from other residenis' rooms and the resident's
“own sink. The care plan had an intervention
dated February 3, 2010, fo remind the resident
notio drink water. There were no ravisions or
changes te the interventions on the care plan '
since February 3, 2010, and no inferventions to
prevent the resident from ohtaining fluids.

: Review of the Certified Nursing Assistant care
c plan for August 12, 2010, revealed staf was to
report if the resident fried to gst fiuids. Thers

were no inierventions to prevent the resident from °
obtaining fluids. ;

Observations of resident #12Z on August 11, 2010,
at 10:30 a.m., revealed the resident had bean

; transported i the wheslchair by a staff member
to the haliway. Resident #12 entered another

in the room. Staff removed the resident from the |
coom after approximately two minutes and placed |

obtain waler to drink, The resident had alse been :

resident's roomn and drank from the water pitcher |

procedure for following
physicians orders,
following plan of care,
development of
comprechensive plan of
carc and NPO status on

‘ 9/07/2010.

: DON Lo re educate S5D
regarding pelicy and
procedure for addressing
behaviors and
comprehensive plan of
care development by
9/8/2010.

DON/ETD and /or UM to
review behaviors and all
residents with NPO status
Sx week x 1 week , then 3
x week x 2 weeks, then |
x week x 2 weeks
beginming weck of
9/16/2010 to ensure
behaviors are addressed
on plan of care, CN.A
care plan is current and

| correct , focusing on any

i behavior relating to
food/fluid intake.

4 Quality Assurance
Commitice o review audit
findings and revise plan as
necessary woekly x 4
; weeks then monthly

:  beginning week of
9/23/2010,

5.Dare of Compliance
9/23/2010.
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the resident back inte the hallway and removed
the water pitcher. Observations on August 11,
2010, at 5:40 p.un., revealed resident#12 to be in
. bed. The resident's overbed table was located

j over the resident's lap and within the resident's
ireach. The gverbed table contained two paper
Voups. One paper cup was empty and the other
| cup contained approximately 60 milliiters (ml) of |
clear liquid. The resident stated, "They say I'm
not supposed to have water and they laave it
here.”

interview on August 11, 2010, at 5:45 p.m., with
the Registered Nurse (RN) responsible for
resident #12 revealed the RN had left the cup of
; water af the resident's bedside. According to the |
: RN, she had assumed the resident received a =~ |
tmeal fray in addrtien to the gastrostomy tube

. Teeding. .

Interview with Certified Nursing Assistant (CNA)
#1 an August 12, 2010, at 1:15 p.m., revealed
CNA #1 had not observed the resident entering
other residents’ rooms. CKA #1 stated staff med
10 keep an eye on resident #12 when the resident
was Up in the wheealchair.

Interview witlh CNA #2 on August 12, 2010, at

water. According to CNA #2, the resident would
! enter other residents’ rooms and drnk from the
. bedside waler pitchers and would obtain water

: staff checked an the resident frequently when up
in the wheelchair but there was no sef schedule,

interview with the Unit Manager for the "D" hall on
August 12, 2070, at 2:10 p.m., revealed staff hadd
been monitoring resident #12 in the past due to

1:20 p.m., revealed resident #12 was not to have :

i from the sink in his/her own room. CNA #2 stated |

£4) ID SUMMARY STATEMENT OF DEFICIENCIES mo FROVIDER'S PLAN OF CORKECTION -
PREFX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YA | CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY)
i
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residents in accordance with the recommended
dietary aliowances of the Food and Nutrition '
Board of the National Research Council, National .
Academy of Sciences; be prepared in advance; |
and be followed.

This REQUIREMENT s not met as evidenced
by:

Based on observation, inierview, and record
raview, the facility failed to ensure the

" pre-planned menu was prepared and served to !
+ the residents, Observation of the tray line :
» assembly on August 10, 2010, at 5:00-6:30 p.m.

| revealed the residents did not receive 2 :
tablespoon of crumbled bacon as pre-planned by |
the facility dietiban.

The findings include:

The evening mes| observation on August 10,
2010, 2t 5:00 p.m. unti 8:30 p.m., reveaied the

STATEMENT OF DEFIOENSIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
185173 B oS-, 08/12/2010
NAME OF PROVIDER OR SUPPLIEK STREET ADDRESS, CITY STATE, ZIP CODE
200 NORFLEET DRIVE
SUNRISE RSING AND
MANOR NU AND REHABILITATION C;NTER SOMERSET, KY 42501
{Xd) 1D " BUMMARY STATEMENT OF DEFICIENCIES P FROVIDER'S PLAN GF CORRECTION S
PREF (EACH DEFICIENGY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD GC GOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APFROPRIATE = DATE
: DEFIGIENCY} i
F 322 | Continued From page 24 F322
: the resident entering other residents' rooms and
- drinking the water but discontinued the manitering ;
' since the resident had been doing better, :
: Interview with the Director of Nursing (DON) on ;
August 12, 2010, at 3:45 p.m., revealed resident :
#12's behaviors of obtgining fluids had been ;
discussed at the care plan meelings but no
" changes had been made to the resident's care
plan. The DON stated the resident was i
montltored but there was nothing in wiiting to
direct staff on when and how fo monitor resident
#12. ! ) .
F 363 483.35(c) MENUS MEET RES NEEDS/PREP IN F 363! J. No residents voiccd any _
$5=£ . ADVANCE/FOLLOWED concerns with the meal on :
| 8/10/2010.
Menus must meer the nutritional needs of 2. Adm/DM and /or 53D

to complete 2 onc Time
interview of 10(ten)
cognitive residents to
identify any concerns with
meals, and /or menus

j belng followed by

| 9/7/2010,

' 3. The Registered Dietician
to re educate Diclary
Service Manager(DM)
regarding policy and
procedure lor following
the menus as wrirten by
9/8/2010.

Dietary Services Manager
to re educare dietary staff :
regarding policy and E
procedure for following
menus as written by
9/10/2010,

. .

1
|
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F 363 | Continued From page 25 : : F 363 Dletar‘y Services Manager
facility dietifizn had planned a tablespoon of to audit at least one meal
bacon to be served on the potato soup, per day to ensure menus
Observation of the tray fine revealed no bacon are followed 5 x weekly x
was available to serve to the residents as planned _ 2 weeks, then 3 x weekly
! by the dielitian. ‘ ’ x 2 weeks then 1 x weekly
‘ ' ; x 4 weeks, beginning
- An interview was conducted with the fac:mty cook ! : week of 9/15/2010.
Lon August 10, 2010, at 5:30 p.m. The dietary | '. _ 4 Quality Assurance
| cook stated hefshe did nct cook the bacon to be | Commitlee 1o review audit
served io the residents for supper. findings and revise plan as
T - I necessary weekly x 4
An inkerview conducted with the faciiity Dietary weels then menthly
Manaper on August 10, 2010, at .00 p.m., beginni ok of
. egmnmg WOELCK ©
revealad the Bietary Manager was unaware the 9/232010
bacon had not been cooked, i fé liance
F 371 | 483.35()) FOOD PROCURE, ' Ean 5.Date of Complian
Ss= | STORE/PREPARE/SERVE - SANITARY 3 9/2312010.
i The facility must -
' (1) Procure food from sources approved or
: considered satistactory by Federal, State or loca!
authorities; and
{2} Slore, prepare, distribute and serve food . 371
under Sanitary conditions
' 1.Kitchen was clcaned on
8/12/2010 by dietary staff.
A deep cleaning of the
kitchen will oceur by
_ _ ) 9/12/2010 by the dietary
This REQUIREMENT is not met as evidenced department. Spills were
: vy - . ) . o cleancd immediately, ice
: Based on observalion and interview, the facifity
failed to ensure that foods cooked in the Dietary
Department were prepared under sanitary !
conditions, Seven dish racks (7) were observed : :
in the soiled floor of the facility dish room: a bowl i '
of dried, undsted macaroni salad was found in the| :
reach-in refrigerator; flies were observed inthe 1
kitchen during meal preparation and the meal
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service area; the dietary ice scoop was observed
to be lying Hat on the ice cart and wet bowls were
observed to be available for resident use. in
addition, a large bin uiitized to store sugar had a
clear, sticky spill on the lid, Numerous spills were
observed an the stainless stee! table during tray
assembly on August 10, 2010, at 8:30 a.m. and
5:30 p.m.

The findings inciude:

1. During the mitial tour of the dietary kitchen
conducted on August 10, 2010, at 815 a.m.,
sever dish racks were observed on the floor of
~the facility dish room, The floor had food/water
“ spilis from soiled dishware, and was unclean.

| An interview was conducted with the dietary side
waszhing dishes on August 10, 2010, at 820 am.
i The dietary aide stated there was not enough
Proom fo slore the racks so the racks wene Stored
on the floor.

2, A large bin utilized to store dry stock was
observed at 2:25 am. on August 10, 2010, to
have z clear, viscous, liquid spilled on the plastic
Id.

An interview wag conducted with the faciiity
Dietary Manager on August 10, 2010, 2t 9.30
a.m. The Dietary Manager stated thal hefshe
was unable to idantify the clear iguid. The
Dietary Mznager further staled the dietary staff -
was requinzd to wipe/clean all spilis promptly after
the spill was identified.

3. An uniabaled/undated bowl of macaroni salad
was observed in the reach-in refrigerator on
August 10, 2010, at &30 am. The pastz was
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F 371 Continued From page 26 F 371 i
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scoop was cleaned and
covered immediately, and
uniabeled open food In
refrigerator was discarded
immediately. Dishrack
was cleaned and sanitized
immediately and stored
off the floor, a pest
company was called apd
faculty was sprayed for
flies on 8/12/2010.No
residents were affected by

use of wet bowls. The

large bin identificd was
cleaned tmmediately by
dretary staff.

2. Administrator apd
Registered Dieticl:ian o
complcte 2 one Nme audit
of the kitchen and storage
area to identify whether
spills are observed, bo“fis
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* partially covered by a clear wrap and the edges of are air dried, ice scoop is
' the pasta were driad and hard, stored and cleancd per
[ _ policy and that sanitation )
P An interview was conducied with the distary cook and storage Is being
i on August 10, 2010, at 9:30 a.r. The dietary comipleied per policy by
| cook stated the pasta had been left from the 5/10/2010,
evening meal on August 8, 2010, and should 3. Adrninstrator to }
have been dafed and completely covered by the complete an audit of the g
clear/plastic wrap. kitchen and storage area §
4. Observation of the tray line assembly on | X wiek;( 1 wekc.ichthen 3x
August 10, 2010, at 5:00 p.m., revealed flies in wee‘k X 1 week then
the food preparatior/agssembly area. The flies weekly x 4 weeks to
were cbserved fo light on clean surfaces of the cnsure policy and
dish ware and stainless steel tables, procedure for kitchen
sanitatton and storage is
An interview was conducted with the Dietary being followed beginning _.
Manager on August 10, 2010, at 5:00 p.m, The week of 9/16/2010, ;
Dietary Manager stated the fiies had always been Dietery Services Manager
a problem in the summer. to audit a meal while
g ) being preparcd und ensure
i 5. The dietary ice Sc00p was observed (o be sanitation and storage
- stored on the cart containing a cooler holding lee | policy is followed § x
. 6n August 10, 2010, at 530 p.m.. The ice scoop week x 2 weeks then 3 x
‘was observed to be lying flat on the {op sheif of . ,
; . : week x 2 weeks, then 1 x
‘the cart. A storage container for the ice seoop -
was not observed. } week x 2 weeks beginning
. week of 9/16/2010.
An interview was canducted with the Dietary 4.Quality Assurance !
Manager an August 10, 2010, 5:45 pm. The CO"}'“'“‘;B to Teview audit ;
Dietary Manager revealad the ice scoop was to findings and revise plan as
be stored in a clean/coverad container. ' necessary weekly x 4
' weeks then monthly :
B. Forty-2ight wet bowls and two trays were beginning week of E
cbserved 10 be available for resident use on 9/23/2010. i
August 10, 2010, at 5:30 p.m. The dietary cook 5.Date of Compliance
was observed using the bowls as a container for 9/23/2010.
residents’ soup.
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F 371, Continued From page 28

An interview was conducted with the facility
dietary cook at 5:30 p.m. on August 10, 2010,
The dietary cook stated that heishe was aware
the resident foods should not be placed in wet
contziners.

An inferview conducted with the facility Dietary
Manager on August 10, 2010, at 545 p.am.,
revealed the bowie should rot have been
available to serve residents untit they were dry.

7. During the tray line assembly on Algust 10,
2010, 21 5:30 p.m., numerous spilis were
observad throughout the Kitchen on the stainless
steel lables. Tornalo juice was observed {o be
spilled on the small stainless table adjacent o the
hand sink.

Art interview was conducted with the Dietary
Managar on August 10, 2010, at 6:00 p.m. The
Dietary Manager stated the dietary staff was
required to clean up spills at the fime the spill
occurrad. ‘

F 431! 483 60(b), (d). (¢} DRUG RECORDS,

55=t ' LABEL/STORE DRUGS & BIOLOGICALS

' a licensed pharmacist who establishes a system
; of records of recelpt and dispositian of all
! controlled drugs in sufficient detail 1o enable an

' records are in order and that an account of all
controlled drugs is maintained and pariodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accardance with currently accepted
professional principles, and include the
appropriate accessaory and cautionary

The facllity must employ or obtain the services of |

| 8Ccurate reconciliation; and defermines that drug !

F 431
F431.

: 1. The refrigerator at Nurses

i Station #2 was replaced
tmediately on 08/12/10,

The expired medication was -
immediately removed and

: discarded on 8/12/2010

i The medication that was in the

: nurses pocket was removed and
! stored properly

i 2. The ETD reeducated licensed
i' : nursing staff on 5/04/2010 in
{
|
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F 431 | Continued From page 29 F431 regards to the proper temperaturc
instructions, and the expiration dale when : that medication s Lo be stored
applicable. ' when it needs to be refrigerated,
. ‘ : policy for medicarion storage was
In accordance with State and Federal laws, the : reviewed, (36-46 degrees
faciiity must store all drugs and biologicals in ! : Fahrenheir) , storage of
locked compartmepts under prqE}er temperature : discontinued med and meds for
controls, and permit only authorized personnal to 5 dischareed rosid All meds
have access (o the keys. ischarged residents. meds are
Lo be sent back 1o pharmacy ,
The facility must provide separately locked, immediately when a resident is '
permanently affixed compartments for storage of discharged. ITthey cun not be sent |
controlled drugs listed in Schedule |l of the back immedialely, they are Lo be !
Comprehensive Drug Abuse Prevention and stored separately and away from
Conlrol Act of 1876 and other drugs subject to resident use. The DON and ETD
abuse, except when the facilily uses single unit reeduenied licensed nursing stalT
package drug disfribution systems in which the that nothing i Lo be stored in the
quantity stored is minimal and a missing dose can Emergency Kit eabinet, but (the box
be readily detected. itself, On 9/4/2010, the ETD and
DON reeducated all licensed
nursing staff that all meds are to be
! This REQUIREMENT is not met as evidenced glvelras sool as they pulled up.
: by: No medication is to be transf_erre_d
- Based on observation, interview, and facility or stered away from the mec_hcatmn
‘ policy review, it was determined the facility failed cart. ETD reeducated all licensed
. 1o store all drugs and biologicals in iocked nursing staff regarding checking for
 compartments, under proper temperature expired meds and supplies and
" controls, and to dispose of expired medications discarding immediately, and not to
- properly. Observation revealed expired Tylenol carry meds in pockets,
- and urine culture vials available for resident use, 3.Unit Manager or designee will
*In addivion, resident medication for one (1) of check med refrigensior Lemperaiure
 twenty (20) residents was being stored ina every shift for one month starting
; licensed practical nurse's (LPN) pock;t. Further, the week of 9/16/10 for appropriate
 norses” staion #3 was obsamed o oo o temperatures and record on =
i inapproprigte temperature for medic:tica)ni':orage calendar. Then tf_\ey will Ch?d(
| . - : temps of the refrigerator daily on
I The findings include: ! the 11-7 Shlﬁ" on-going to assure
i proper temp is maintained. A one
| ; | time sudit was done on 8/30/2010 |
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SUMMARY ETATEMENT QF DEFIGIENCIES

" i expired or discharged residents are stored

1. Observafion of the nurses’ station #2

temparature was 50 degrees Fehrenheit. Review
of the facllity's policy on medication storage dated
- May 10,2010, revealed the faciiity shiould ensure
' that medications and biclogicals are slored at
their appropriste femperalure according to the
United States Pharmacepeia guidelines for
ternperature ranges. According to the paficy,
medications requiring refrigeration should be
stored at 36-48 degrees Fahrenhett,

E 2. Further observation of the nurses' station #2

tablets were available for resident use and were
observed Io have expired on May 15, 2008. In
addition, Tylenaol 325-my tablets were observed in
a box with a resident's name in the same

' medication storage cabinet. Observation. o
 revealed the Tylenol had expired on May 18,

of the facility.

Further review of the facility’'s medication storage
policy revealed the facility should destroy or return
all discontinued, outdated/expired, or deteriorated !
madications or biologicals in accordance with
Pharmacy retum/desiruction guidelines and other
applicable law. In addition, the facility should
ensure that medications and biglogicals for

! separately, away from use, unfil destroyed or
i returnied to the provider,

Inferview with the Unit Manager on August 12,
2010, at 1:20 p.m., revealed the facility did not
have an effective system for ensupng expired
drugs/biologicals were ot available for resident

medication storage arez revealed the refrigerator

medication storage area revesied Tylenol 325-mg ‘

12010, and the resident was no longer a resident - |

cuse. The Unit Manager stated it was the nurse's

x4yt 12} PROVIDER™S PLAN OF CORRECTION
FREFIX {EACGH DEFICIENCY MUSY BE PRECEDLD BY FULL PREFLX fEACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSS {HENTIFYING INIFORMATION) TAG CROSS-REFERFNGED 10 THE APPROPRIATE
DEFICIENCY)
i
F 431 Continued From page 30 F 431

check all stored meds in the

supplies were discarded.

dates and record. The EDK
cabincts were also audited on

follow up on all discharged
residents 1o ensure that att
medicalion is returmned
immediately. Pharmacy

are stored per policy, that no

stored in refrigerator at

of alt facility ined refrigerators for
any expired meds. They also will

refrigerator for expiration dates
menthly and record. A one time
audit or all lab vials was donc on
8/30/2010. Any expired vial or

Beginning the week of September
16, 2010 Unit Manager or designes
will check monthly for expiration

B/30/2010 1o assure thal nothing T
was storcd in the cabinet excepr the
EDK box itseif. Beginning the
weck of 9/16/10 Unit Manager will
cheek EDK cabinet weekly for i
month o ensure that nothing is
store in Lhese bur the EDK box.
Unit Manager or designee will

representative 10 complete a onc
timne medication pass audit by
9/22/10 o ensure all medications

medication are carried or stored in .
. pockets and that medications are i

iemperatures per policy. DON/UM
and for ETD to complete 2 random
mied pass audits, every week for 2
wesky then | time a week [or 2

. weeks Lo ¢nsure inedications are
pot stored in | icensed Nurses

{K5)
COMPLETION
OATE
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responsibifity to pull and dispose of the '
medications afier a resident lvaves the faciiity and
vio dispose of expired medications when the staff
'"had time." ) e e ann ————— ;
/KMA”s pocket and /or stored off
3. Observations of resident #7 on August 10, the med cart beginning week of
2010, @t 10:85am, 11:05 am., 11:23 am,, L gm2n0.
114Zam., 1148am., 11:55am, 12:03p.m., : 4.Quality Assurance
1212 p.m., 1220 p.m., and 12:46 p.m., revezled | Commitice to review audit
st2ff did not administer Casis moistunizing mouth findings .
: - ' ich indings and revise plan as
. spray as ordered by the resident's physician three Klv x 4
| times a day before meals, nacessary weekly
weeks then monthly
Inferview with resident #7's pnmary LPN on © beginning week of
August 11, 2010, at 5:10 p.rn., revealed the LPN L 9/23/2010. )
hiad carriad the resident's Oasls moisturizing 5_Date of Compliance
MmOUtt spray in the nurse's pocket on August 10, 0/23/2010.
1 2010, in anticipation of administering the
- medication to resident #7 at lunch time.
Further review of the facility's policy for .
medication siorage dated May 10, 2010, revealed : .
the facility sheuld ansure that all medications and i X
biologicals, including treatment tems, were ;
securely stored in a locked cabinet/cart, or locked |
medication room.
; interview with the Director of Nursing (DON) on
August 11, 2010, at 3:34 p.in., revealed all
medications should be stored on the medication
cart, nof in staff members' pockets. Further
interview revealed the DON did not monitor to
ensure that medications were stored and
administered per policy. Intarview furiher
' revealed the facility recently in the last month
i started an education director training that
observes the medication pass 1o ensure proper :
administration and storage, however, tha LPN ;
carmying medication in her pocket had not been | i
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8s5=F | CONTROL PROGRAM
The facifity must maintain an effecive pest

and rodents,

This REQUIREMENT is nol met as evidenced
by:
i Based on observation, interview, and record
: review, it was determined the faciity failed 1o
! maintain an effective pest control program so the
| facility was free of pests. Flies ware observed in
, the facility from August 10-12, 2010.

; The findings include:

Observations conducted during the initial tour on
August 10, 2010, at 9:05 a.m.,, revealed two flies
in room C-12 and one fiy in the D Wing haliway.

Additional observations conducted in the kilchen
during the initial tour on August 10, 2010, at 9:15
a.m., revealed two flies in the kitchen,

Observations conductad during the supper meal
| on August 10, 2010, from £:00 te 600 pm.,
revedled one fly in room A-5, three flies in room
C-12, and three flies in the kitchen,

Ohservations conducted on August 11, 2010, at
1130 pm,, revealed two fliss in the hallway near
the C/D Wing nurses’ station.

; Observalions conducted on August 11, 2010, &t
13119 pom,, revealed three flies on the C/D Wing

control program so that the facility is free of pests |

Xa4ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST SE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD DE COMPLETIGN
TAG . REGULATORY DR LSC WENTIFYING INFORMATION) TaG ~ CROSS-REFERENCED TO THE APPROPRIATE BATE
. , DEFICIENCY)
F 431! Continued From page 32 _ F 431!
‘ observed during medication pass as pari of the :
new fraining. - 5
F 468 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 459! '

pest control co. und a representative
came in on §/12/10 and sprayed
outside as well as around the
building for files. The facilily
smoke area wes moved farther

. away from the doors outside the

i kitchen are to try fo cut dowil on
the chances of flies coming into the
building. .

2. All housckeeping stall weres
reeducated on 9/10/2010 by the
Administrator and Maintenance
Director in regards to cleaning up
garbage and litter immediately
cspecially in resident Toom areas, to
keep flies to & minimum. The
facility pest conwrol co will spray at
least weekly beginning 9/16/10 for
flies with emphasis on the outside
arcas around the kitchen, the
dumpster arca, and the patio and
exit doors. Facility staff will
observe for flies daily and address
them immediately when seen. All
housckesping staff have fly
swatters on their carts as well as
them being localed through the

¢ building 1o better control flies.

|
i 1, The facility immediately calied a
1

|
i
!
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F 469 | Continued From page 33 F 4868 0
haliway near the nurses’ station. Additional ;
observations revealed resident #21 to swat at
flies and resident #22 was observed 1o have one =
fiy crawling on the resident's hand and one ﬂy 3. Beginning the week "17.9/ 16/10,
crawling on the resident's leg. f a log will be kept when fiies are

i observed and the pest control co.
f\ group interview conducted with eight will spray accordingly. Starting the
interviewable residents on August 11,2010, gt week of 9/16/10 be will spray every ¢
:4:0"{3 pm., fevealed_ the facility frequently had fies week for the next month, and then '
I n the building and in resident rooms, monthly after that. i
o _ 4. Quality Assurance
An interview conducted with the Housekeeping .Q _ty‘ : ;
: Committee to review audit
Supervisor on August 11, 2010, at 2,00 p.m., findines and revise plan as
revealed that the housekeeping staff had fly INAIES &b cekl x‘:
swatters and additional fiy swatters were keptin necassary W yhl
the, resident dining room. The Housekeeping wee_ks ?hen menthly
[ Supervisor was not aware of any additional beginaing week of !
interventions utilized (o control fiies. 9/23/2010.
5.1are of Compliance
An interview conducted with the Maintenance 9/23/2010.
Director an August 12, 2010, at 11:00 arm.,
Trevealed a pest control company reated the
| facility monthly and as needed forpests.
i However, the pest control company did not treat !
: for fiies. :
A review of the faeility pest control service
agreement dated March 11, 2009, revealed the i
agreement did not provide coverage for control of |
flies. :
F 5141 483.75(01) RES F 514 F514
8&=D E&ECORDS-COMPLETE/ACCURATE]ACCESS|B 1. Resident #16 was a doccaseed
resident, and was reviewed in a
- e e losed record
The facility must maintain clinical records on each ¢
resident in accordance with accapted professional 21‘ IO;‘ ?5%0}0 Ehu ETD readucafed
standards and practices that are complete; all ficeased statf on any change in
accurately documented; readily accessible; and condition, the MD and resident
' systematically organized. , responsible party must be notified
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F 514 | Continued From page 34

The clinical record must contain sufficient
! information fo identify the resident; a record of the
resigent's assessments; the slan of care and
services provided: the results of any
preadmission scraening conducted by the State;
and progress notes.

This REQUIREMENTY is not met as evidenced
by

Based on interview and record review, the facility
- failed to maintain accurately documented clinical
. records for one (1) of twenty-two (22} sampled

! residents (resident #16). Resident #18 sustained
! & significant change in medical condition on June
16, 2010, and the facility Falled 10 document that -
the physician was nofified of the changes in the  *
resident's medical condition. :

The findings include:

Review of the facility policy regarding physician
notification revised in June 2008 revealed staff
wag required 1o immediately notify the physician
i and family or legal representabive if there was a
! significant change Iin a resident's condition,

i regerdless of the time of day/night

i Review of the medical record for resident #16
revealed the record contained documentation
signed by the legal guardian on July 1, 2008, for
"Do Not Resuscitate.” Review of the nurse's
notes dated May 27, 2010, at 12:30 p.m.,
revealed resident #16's oxygen saturation was
noted to be BS percent, tha resident's atiending
physician wag nofified of the change in the
resident’s physical condition, and new orgers

| were received o transfer [he resident to the

1
X

(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES ! ([v] PROVIDER'S PLAN OF GORRECTION i (%5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAS REGULATORY OR L.SGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. ' DEFICIENCY)
F 514

and documented in the resident
clinical record.

3. Beginning the week of 9/16/10
Unit Manager will do 2 24 hour
look- back on all charts every day
for one week, then 3 time weekly
for 1 week then 2 times a week for
T week, and then weekly for 1
-month. They will monitor that all
changes in condition were reported
1o the physician and responsible
party and (his was documented in
the clinical record. As a further
check, any clinical records
reviewed in the daily Clinical
Meeting will also be reviewed by
the DON or designee.

4.Quality Assurance

Commitice to review andit
{indings end revise plan as
necessary weekly x 4

weeks then monthly

beginning week of

9/23/2010.

5.Date of Compliance

9/23/2010.
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F&i4:
| Emergency Room 2t the iocal hospital. The

! temperature - 98 6 degrees Fahrenheit, pulse -

‘ was noted to have Cheyna-Stokes respirations

i condition; however, there was no documentafion

- Interview on August 12, 2010, af 3:30 p.m., with
. the nurse (an LPN) whe documented the entry in

Conlinued From page 35

resident was admitted {o the hosphal with a
diagnogis of preumonia and was discharged
‘back o the faciiity on June 4, 2010, On June 12,
2010, at Z:30 p.m., the resident's vital signs were
recorded as: blood pressure - 124/70, :
88, and respiralory raie of 24. Although the
resident was nonverbal, according to the nurse's
notes, resident #16 opened the eyes at imes,
had non-zbored respirations, and had 2n oxygen
saluration of 82 percent on three iters of oxygen.

On June 16, 2010, at 11:20 p.m.. nurse's notes
revealed resident #16 was observed by facility
staff to be pale, cooliclammy b0 touch, and the
resident's nails beds were cyanofic. The resident ;

and was suctioned by staif with thick yeliow
spufum observed. Staff ohiained an oxygen
saturation for resident #16 which was
documented as 68 percent. Staff documented
that the Power of Attorney for resident #15 was
nolified of this change in the resident's medical

the attending physician was notified of this
significant change-in the resident's medical
condition,

resident #16's medical record on June 16, 2010,
at 11:20 p.m., revealed that atthough the nurse
reviewed the documentstion in the resident's

medical record, the nurse could not remember if - ;
: the physician had been nofified of the change in
i resident #16's medical condiion. The nurse

voiced understanding of the facility policy and

stated staff was required to notify the physician

F514

v

'
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immediately when there was a significant change
_in 3@ resident's condition. :

interview with the Corporate Nurse Consultant
and the Director of Nursing on August 12, 2010,
at 3:00 p.m., revealed staff was required to
immediately notify & resident's attending physician
.| when there was a significant change in a
resident's condition even if the resident was a "Do
Not Resuscitate,” The Corporste Nurse
Consultant further stated in interview on August
12, 2010, at 3:40 p.m., when & resident’s oxygen
saturation dropped to 58 percent this would be
considered a significant change in 2 resident's
meaical condition.

Interview with the Unit Manager on August 12,
2010, at 4:55 p.m., revealed the Unit Manager

physician of tha change in condition for resident
#16 on June 16, 2010, at 11:20 p.m. The Unit

: the physician had been notified.

was present when the nurse (an LPN) nofified the !

Manrager stated the LPN failed o document that |

(Xa] 1D SUNMARY STATEMENT OF DEFICIENCIES D PROVIBER'S PLAN OF CORRECTION [#5)
PREFIX © (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOWLD BE COMPLETMCON
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: ‘ DEFICIENCY]
F 514, Continued From page 36 { F 514
I
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K 000 | INITIAL COMBAENTS Kooop T
A life safely code survey was initiated and |
concluded on August 12, 2010, for compliance
with Title 42, Code of Federal Regulatlons
4+ §483.70. The facility was found not io be in _
compliance with NFPA 107 = Safety Code,
2000 Editen.” -
Deficlencies were ciled with the highest deficlency i
identified at "= igvel, ;
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD KO72 !
SS=F K72 g
Means of 2gress sre contlnuausi maintained free =
of all obstru%:hons or umpedwnanig o full inskant 7" Alllinen carts will be stored in the
use in the case of fire or other emergency. No | linen closet when notin use. They .
furnishings, decorations, or other objects obstruct . will not be stored in hallways nor ...,
exits, access to, egress from, or visibility of exits, block any means of egress. The
7.1.10 maintenance divector and
administrator recducatsd the
housekeeping and nursing staff on
storage space requirements, and
, . . that carts of any kind can not be
This STANDARD is not met as evidenced by‘ kept in the hallways when not in
Based on observation and interview, the facility nse
falled to ensure that comrdors were rnaintained M ) b fthe fBCllﬂ.}' Safety
free from obstruchons to full instant use in the emubers ot 1 - :
; : Committee will sudit the halls dally
case of fire or other emergency. This deficient 5 ith thi
practice affected four (4) of nine (8) smoke to assure compliance With this
comparimeants, staff, and approximately sequirement. Any findings will be
ighty-gight (88) residents. The facility has the corvected immediztely. These
capacity for 93 beds with a census of 86 on the findings will also be reviewed in
day of the survey. . the monthly Safety Committes
} meeting and recommendations
The findings Include: ! made 335 necessary.
. { ' Completion Date
During the Life Safety Code tour on August 12, | September 23, 2010
2010, at 2:30 n.m., with the Director of ; :
Maintenance, a finen cart was observed not to be f 3
T ThToes arduratiendad In the D Wing corriddrof |~ . ‘ e — o
LABQRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 048) DATE
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55=D

Continued From page 1~

tha facility. An interview with the Dirsctor of
Maintenance on August 12, 2010, at 2;30 p.an.,
reveated it was delemmined that staff had 1o travel
too far to get [nens so the linen carts were stored

.1 in eachrof the four resident corrldors, The
i Directot of Mairiénance was aware §18 men
- | carts sholid ot & slored in the corridors,

Corridors are infended for means of egress,
inlernal traffic, and emergenay use, not storage

: spacas. The Life Safely Code has specific

requirements for storage spaces. These ifems
would also limit the use of the hand rails by
occupants of the building when needed.

NFPA 101 LIFE SAFETY CODE STANDARD

Hlecfrical wiring and equipment is in sccordance
with NFPA 70, National Slectricat Code. 8.1.2

This STANDARD | iz not mef as evidenced by:
Based oh observadion and intervisw, the facility
failed to ensure that electnical power strips were
being used in an approved manaer, This
deficient praciice affectad five (5) residents. The
facifity has the capacity for 93 beds with a census
of 89 on the day of the survey,

The findings include;

During the Life Safety Code tour on August 12,
2010, at 3:15 p.m., with the Director of
Mainkenzanee, a nebulirer, oxygeh concenlrator,
and suction machine were observed o be
plugged into a multi-owttet adapter (power strip) in
resident room D-11. Generally power strips with
surge protectionmay-be-need-forresident TVs,

Kore

K 147

S

K 147

“The medical equipment in rooms
A3, A-9, B-3 and B-4 is now !
plugged dl:ectiy into the outlet in
‘each room. The power sirips in |
each room identified arc now only
used for non-medical equipment.
The Maintenance, Director is_.
~reviewing all rooms to ensure there |
are enough outlets (receptacles) for
everyihing needed in the rooms.

The are in process of adding
receptacles as needed to adequately
meet the needs of each room.
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STATEMENT OF DEFICIENCIES 1) PROVIDBER/SUSPUERICLIA {¥2) MULTIPLE CONSTRUGTION < [{%9) DATE SURvEY !
AND PLAN OF COPRECTION IDENTIFCATION NUMBER: COMPLETED !
A BULDING ¢ - BUILDING
B. WING
185173 08/1212010
NAMC OF PROVIDER OR SUPPLIER _ _ STREET ADDREES, CiTY, STATE, ZIP CODE
200 NORFLEET DRIVE
SUNRISE MANOR NURSING AND REHABILITATION CENTER SOMERSET, KY 42501
K4} ) SUMMARY STATEMENT OF DEFICIENCIES _ ID PROVIDER'S FLAK OF CORRECHON- x5
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE i GOMPLETION
TAQ REGULATCRY OR LSG IDENTIFYING INFORMATION) TAG CRUSS-REFGRENCED TO THE AFFROPRIATE | BATE |
CEFICIENCY)
K 147| Continued From page 2 K 147 e
computers, radios, efc., on an as-needed basis b
but not to be used with medical equipment to helip All staff wers recducated that all
pravent against electrical shock, An interview ‘| medical equipment must be )
with the Direstor of Maintefignte on August 12, i plugged directly into thé receptacle, .
2010, at 3:15 p.m., revesled tha Director of - and not the power strips.
— Mainterianth Hay Tried ’a reducs he amountof |/ i Meinbers of the facillty Safety
power strips bsing misgssdinr e Tachity. During i Committee will randomly review
the survey power strips were observed to bein ! rooms daily to ensure compliance,
use with medical equipment in resident moms ] Any deficicnt practice will be
A3, A8, B-3, and B-4. : carrected immediately. ‘Their
] » 3 finding will be reviewed in the
Referenca: NFPA 86 (1999 Edition). ; mmonthly Safety Committee |
132190 ! Meeting for recommendations. d
2. Minimum Number of Receptacies, The number Camplgmon Date i
.of recepizeles shall be determined by the September 23, 2010 ' :
iniended use of the pafient care area. Thers shall .
be sufficient receptacles located so as to svold
the need for extension cords or multiple cutiet
adapters. ; !
o :
i
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